We read the article of Chung et al., 1 "The efficacy of moxifloxacin-containing triple therapy after standard triple, sequential, or concomitant therapy failure for Helicobacter pylori eradication in Korea" with great interest. In this very welldesigned study, the authors found that the eradication rate with moxifloxacin-containing triple therapy was lower than that of bismuth-containing quadruple therapy. These authors speculated that the failure of moxifloxacin-containing triple therapy in this study was primarily due to moxifloxacin resistance. These findings provide new information regarding moxifloxacin resistance to Helicobacter pylori. However, we believe that some points that should be emphasized in the study.
To the Editor:
We read the article of Chung et al., 1 "The efficacy of moxifloxacin-containing triple therapy after standard triple, sequential, or concomitant therapy failure for Helicobacter pylori eradication in Korea" with great interest. In this very welldesigned study, the authors found that the eradication rate with moxifloxacin-containing triple therapy was lower than that of bismuth-containing quadruple therapy. These authors speculated that the failure of moxifloxacin-containing triple therapy in this study was primarily due to moxifloxacin resistance. These findings provide new information regarding moxifloxacin resistance to Helicobacter pylori. However, we believe that some points that should be emphasized in the study. First, in the first part of the methods section, the authors reported that the rapid urease test or histology was used for the initial diagnosis of H. pylori. However, in the third part of the methods section, the authors noted that both histology and a rapid urease test were performed to identify the presence of H. pylori infection. It is not clear which methods were used for the initial diagnosis of H. pylori in this study. We know that the American College of Gastroenterology guidelines on the management of H. pylori infection recommend using at least two different tests for the diagnosis of H. pylori, except culture. Second, in the discussion section, the authors concluded that bismuth-containing quadruple therapy was more effective than moxifloxacin-containing triple therapy as a second-line therapy after failed first-line therapy. When the results of H. pylori eradication were assessed in detail, the eradication rate of moxifloxacin-containing triple therapy after concomitant or sequential therapy was 67%, and the eradication rate of moxifloxacin-containing triple therapy after standard triple therapy was 50%. However, the success rate of moxifloxacin-containing triple therapy after standard triple therapy was expected to be greater because sequential and concomitant therapy is more potent than standard triple therapy. This result is controversial. We believe that moxifloxacin-containing therapy should be 14 days because, in another Korean study, Lee et al. 3 reported that the eradication rate of the 14-day moxifloxacin-based triple regimen was 73.5%, while that of the 7-day regimen was 53.1%. In addition, in the results section of the paper, there were conflicting data regarding the number of patients who were treated with moxifloxacin-containing triple therapy as a second-line treatment. Moreover, in the study design section of the paper, the authors specified that all of the patients who received sequential therapy or concomitant therapy as a first-line regimen received bismuth-containing quadruple therapy as a second-line regimen. However, in the present study, moxifloxacin-containing therapy was used as a second-line therapy after sequential or concomitant therapy.
Consequently, we conclude that before making certain interpretations, this work should be reconsidered in light of the above-mentioned suggestions. These considerations could provide the readers of the journal clearer information regarding the efficiency of moxifloxacin in the treatment of H. pylori infection.
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